Comment
This patient presented two very unusual features of hypoparathyroidism: total deafness and an almost complete external ophthalmoplegia. Neither of these two features seems to have been recorded with hypoparathyroidism. The Ellsworth Howard test was inconclusive, but there is some doubt as to the validity of this test in distinguishing between hypoparathyroidism and pseudohypoparathyroidism. It is probable that this patient suffers from primary hypoparathyroidism possibly precipitated by infection in childhood.
Crohn's Disease P S Boulter FRcs E A, male, aged 30. Hospital porter History: First came under observation in 1958, at the age of 23, with a nine-month history of abdominal pain, weight loss (11 st 5 lb to 10 st 2 lb) and diarrhoea. In May 1958 he was admitted to the North Middlesex Hospital and found to be febrile and to have a tender mass in the right iliac fossa; barium studies showed changes in the terminal ileum suggesting Crohn's disease. At laparotomy (July 1958) the terminal 3 ft of ileum was observed to be thickened and there were oedematous lymph nodes in the ileal mesentery. Biopsy of a gland showed lymphocytic infiltration and giant cell formation without any evidence of caseation.
After operation he was started on triamcinolone without benefit, his pyrexia continued and the ESR remained raised. It was then thought that he might have tuberculous ileitis and in September 1958 he was started on streptomycin and isoniazid. After four weeks oftreatment the abdominal mass started to diminish and by December 1958 he was allowed home continuing the streptomycin and isoniazid. His steroid dosage was gradually reduced and then stopped. He continued to improve and his weight increased from 10 st 2 lb to 10 st 12 lb. The ESR came down to 10 mm in 1 hour (Westergren) at the time of discharge.
By the summer of 1960, despite continued treatment, his weight was again falling and the diarrhoea had become more troublesome with up to six stools daily. A barium enema showed evidence of Crohn's disease in the sigmoid colon and there were two fistulous connexions between it and the small intestine; the cmcum was also involved. He was admitted to the Royal Surrey County Hospital where a month of bed rest and symptomatic treatment of the diarrhoea produced a transient improvement. His weight loss was checked and his weight rose to 11 st early in 1961. At this time he was much better, taking no drugs other than occasional doses of codeine, and was able to work in a bakery.
In the late summer of 1962 he again deteriorated and developed an abscess in the old paramedian wound which discharged in two places producing fiecal fistulk. He was also found to have a pelvic mass and some rectal tenderness. His weight fell to 9j st and he was again admitted to hospital in December 1962.
At this time he had a large abdominopelvic mass with two discharging fistule in the line of the previous paramedian scar. Two anal fistulke had appeared, one on each side of the anal margin. His ESR was now 26 mm in 1 hour with no other significant change in his blood picture. Gastrografin injected into the fistulw ran into a grossly deformed terminal ileum. Barium enema and follow-through examinations confirmed the presence of extensive Crohn's disease of the ileocecal region. On sigmoidoscopy, the mucosa appeared reddened and granular, the changes being most severe at the rectosigmoid flexure. A mucosal biopsy showed chronic inflammatory changes with lymphatic dilatation consistent with Crohn's disease. By this time his condition and his morale had deteriorated still further. His weight was now 8 st 10 lb, he looked cachectic and ran a persistent low-grade pyrexia, the sedimentation rate remained at 20 mm in 1 hour and there was considerable purulent discharge from the feecal fistulk. It was clearly time to try to divert the fecal stream.
On 7.1.63 the abdomen was opened through a long left paramedian incision. A severely involved loop of ileum was lying adherent to the old scar. The adjacent small bowel was less severely involved, but gross ileocaecal disease was noted. There was also a very large mass consisting of the distal ileum, cwcum, the sigmoid colon and part of the transverse colon. This mass was adherent to the bladder and could not be separated from the posterior abdominal wail. The fistulated length of ileum was excised and an endto-end anastomosis was performed between the less severely involved pieces of small bowel. A terminal ileostomy was made at the most distal possible site as the major mass seemed impossible to resect and no useful bypass manceuvre could be done in the presence of such extensive large bowel disease. Histological examination showed gross cedema with eosinophilic and lymphocytic infil-tration of the resected piece of ileum and reactive hyperwmia of the glands, the appearances being those of Crohn's disease without gross granulomatous change.
Post-operatively, hiscondition improvedrapidly and the wounds at the sites of his fistulm healed well. He soon became accustomed to his ileostomy and his weight rose. The anal fistule were excised on 1 1.2.63. By April 1963 hewas eatingvoraciously and had gained one stone in weight; this rapid increase continued. By August 1963 he was 13j st, well accustomed to his ileostomy,'living an active life and eager to restart work. The sedimentation rate had now fallen to 3 mm in 1 hour.
In the ensuing two years he has remained absolutely well and works a full day, though it was thought advisable for him to change his work from the previous bakery duties to that of a porter. He has married and suffers no inconvenience or difficulty from his ileostomy. There is only a very occasional passage of a few millilitres of thin mucus from the rectum and he has had no abdominal discomfort. Barium enema and follow-through has been repeated on three occasions and the last two studies have shown normal mucosal patterns without evidence of obstruction or deformity.
This man poses a considerable problem as to whether or not one should accept his present good health and leave him with his ileostomy which does not worry him at all. He has had very extensive disease which clinically, radiologically and hmmatologically is quiescent. The likelihood of recrudescence of the disease has dissuaded us from attempting to re-establish alimentary continuity. At present it is planned to leave him alone and accept his excellent health and complete tolerance of an ileostomy life.
The following cases and demonstrations were also presented:
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